IN introducing the film Mr. Tyrrell said it was not intended to cover the whole operation from end to end, but only to show the main points of the operation. These were: (i) The incision was a long one to give a good exposure. (ii) The operator attempted to remove the lacrimal bone in one piece by three blows with the hammer and chisel. (iii) No attempt was made as in other operations of this nature, to preserve the nasal mucosa, as it was not used in this operation to make the anastomosis. (iv) The patency of the anastomosis was assured by repeated syringing over a long period.
Mr. Tyrrell did not wish to advocate this as a superior operation to those ,already practised, but wished to point out that it had the great advantage of speed as it could be done easily in ten minutes, provided that one used some form of sucker to conirol bleeding.
The anaesthesia was 5% novocain with adrenaline for the skin and tissues down to and including the periosteum. For the nasal mucosa, the nose was first sprayed with 20% cocaine and then a pledget of wool on an orange stitk was pushed up the nose armed with cocaine and adrenaline paste. Cocaine Discussion.-In reply to the President, Mr. Tyrrell said he left the sac quite free without attempting to stitch it to the nasal mueosa.
Mr. E. F. King asked if the results had been good in the contracted grossly infected sac.
Mr. Tyrrell replied that to date the results had been fairly good, he would estimate about 50% for this type of case. He added that he removed a piece of the nasal wall of the sac corresponding to about two-thirds of the size of the hole in the nasal mucosa.
Mr. 0. GAyer Morgan said that he had used Mr. Tyrrell's technique of removing the lacrimal bone and applying a hole in the sac to a hole in the nasal mucosa but his results were much better since he had used a sutured anastomosis. The film showed what a splendid exposure of nasal mucosa was obtained and it seemed a pity to cut it off and waste it. In a successful anastomosis no after-treatment was required as no contraction by fibrous tissue took place.
Mr. Lindsay-Rea said that he remembered watching Granstrom in Stockholm splitting the posterior surface of the lacrimal sac from top to bottom and sewing into the edge of the sac a flap of nasal mucosa in order to create a large permanent opening. Referring to Mr. Tyrrell's method of keeping the opening into the nose patent by frequent gyringing he thought that the presence of a style night and day for some time would probably be better. Mr. Lindsay-Rea congratulated Mr. Tyrrell on his cinema picture taken in colour which demonstrated his technique most beautifully.
Mr. J. F. Simpson said that he had done a fair number of these operations. He did not make the incision as high as the one shown in the film, because the imp,ortant part of the anastomosis was at the lower end of the sac, the incision being made along the whole length of the available sac to include this part. He had found no difficulty in carrying it out in the active stage of suppuration. If the suturing was carefully done there would be no need for any probing or washing through afterwards. He did not touch the patients after the operation unless they still watered. The anterior flap of both nasal mucous membrane and sac was sometimes more difficult to get together in textbook fashion than the posterior. He agreed that failure to form the flaps did not always preclude a successful outcome, but it practically always obviated any aftertreatment when they had been properly sutured.
